aged 27, came under my care rseven months ago, with the following history: He stated that he underwent a mastoid operation,
performed by Dr. Paterson, of Cardiff, about ten and a half years ago. The result was excellent for about six years, when a polypus formed and was removed. After this he emigrated to Australia, and during his two years' residence there he had polypi removed tWice. About eighteen months ago he had a polypus removed at Nottingham, and the ear began to drip soon after, the escape of fluid being worse at night.
When he came under my care early in September, 1916, the condition of his ear was as follows: There was a free flow of watery fluid dripping from the lobule of the right ear and escaping from the external meatus. The meatus was completely blocked by a smooth cyst-like swelling, which, if examined hurriedly, would be easily mistaken for a polypus. It was the scar tissue lining of the mastoid cavity, raised by the cerebrospinal fluid from the bony facial ridge and antral cavity. There was some pus in the meatus also. After keeping him under observation for about a week and getting the meatus as free from pus as possible, I decided to re-open the mastoid and clear out the. old scar tissue and the focus which provided the pus. In doing so no difficulty was encountered, but I was unable to localize the bony defect, though I formed the opinion then that it was in the promontory. The operation Ju 16 cavity was packed with sterile gauze soaked in iodoform emulsion and the usual dressings applied. These were all soaked through next day by the cerebrospinal fluid and had to be replaced. The same condition was found on the second day and also on the third, but as he complained of discomfort all dressings were removed, when the mastoid skin wound and the whole operation cavity was found profusely bathed in pus.
The cavity and wound edges were now cleaned twice daily with 40 per cent. rectified spirit and loosely packed with ribbon gauze wrung out of this solution. A material improvement set in in a few days, but the cerebrospinal fluid continued to soak through the dressings for six weeks. As the cavity was now almost free from pus, I dusted in a little boric powder and packed it very firmly with sterile gauze each day. I was now able to localize the point from which the fluid escaped very definitely-namely, the posterior part of the attic, near the aditus. The escape of fluid gradually diminished, but even as late as December 28, 1916, that is, about three months after operation, 11 dr. was collected in four hours.
The leakage of cerebrospinal fluid ceased early in January, 1917, and the mastoid wound and middle-ear cavity were soundly healed before this date, but the antral cavity has been slow to fill up and form a strong scar. It is still supported by a gauze packing inserted twice weekly, although the soldier has returned to light duty and is otherwise well.
The degree of hearing in this ear is negligible, but the labyrinth responds to caloric tests.
The case seems to be of special interest for the following reasons (1) The large amount of cerebrospinal fluid which a patient may lose over a long period without any apparent injury to health. I have estimated that he lost over 11 gallons in three months.
(2) The influence of the cerebrospinal fluid in producing profuse suppuration in the mastoid cavity after operation.
DISCUSSION. Mr. C. E. WEST: This is an extraordinary case, both as to duration and the absence of any symptoms referable to the escape of the fluid, seeing the enormous total quantity of fluid which must have been lost. I have never seen a parallel case in which escape took place from. that situation; but one is familiar with escapes of fluid through the internal auditory meatus after translabyrinthine drainage, and with cases of escape both from occipital Section of Otology drainage and after meningitis. Recently I have had two escapes from the lateral ventricle, but in none of them has the flow persisted beyond three weeks. It is difficult to see what could have been the cause of the prolonged escape in Mr. O'Malley's case. Was there any evidence of raised cerebrospinal pressure? Apart from that, I can only conclude there was something in the nature of what ophthalmologists call a " filtration scar." One can scarcely conceive of there being a hole unfilled by tissue for a period of twelve months. Did the patient have headaches ?
Mr. SYDNEY SCOTT: I am reminded of a similar condition in a girl whose right labyrinth I opened eleven years ago. Two or three years later she came to the out-patient room saying that on several occasions she had noticed " water " dripping from the ear. I found that fluid having the chemical characteristics of cerebrospinal fluid dripped from her ear for about three days at a time. As it recurred I explored the mastoid cavity and discovered the fluid escaping, not from the labyrinth, but through the planes of dura mater of the middle cranial fossa, which had been exposed at previous operations. Soon afterwards the flow stopped spontaneously, and had not returned when I saw the patient for the last time three or four years ago. These cases present certain features in common with those of cerebrospinal rhinorrhcea which Sir StClair Thomson has described and collected. A few years ago a man was under my observation at the National Hospital for the Paralysed and Epileptic suffering from violent headaches, which were relieved by the spontaneous escape of cerebrospinal fluid from the nose. This recurred repeatedly for over a year. I think Mr. O'Malley's case probably belongs to the same category.
Mr. RICHARD LAKE: The first time I removed a cochlea I took away the modiolus, and there was a free flow of cerebrospinal fluid. As a result there was a great deal of irritation of the skin. I closed up the hole, after a fortnight, with a plug of wax. I wondered whether that might have any bearing on the cause of suppuration in the ear-namely, the irritation from this fluid. One would have thought the fluid was non-irritant.
Mr. HI. BANKS DAVIS: One point which interested me very much was this. The note says: "The external meatus was completely blocked by a smooth cyst-like swelling, which, if examined hurriedly, would be easily mistaken for a polypus." A child I operated upon at the hospital four years ago, went into one of the other departments. From there she was referred back to the aural department with the statement that she had a polypoid cyst at the back of the ear, and a request that it be remwoved. I did not see the case until after an attempt had been made to remove it in the out-patient department by means of the snare. They opened a cerebral hernia. It was scraped, and the child sent home. She was brought back unconscious a week afterwards, with a temporo-sphenoidal abscess and an abscess of the cerebellum. The child is now quite well, but only as a result of extensive operatons. I think the ju-16a posterior wall had been removed, and the brain had been sagging down into the meatus. I always think the removal of polypi in the out-patient room should be undertaken with very great caution.
Mr. O'MALLEY (in reply): I felt that I was dealing with a touchy condition, and I feared the onset of meningitis. My conclusion-if one can draw a conclusion from one case-is that the question of meningitis rests very largely on drainage. I did not begin the packing until I felt sure there was a considerable amount of granulation material. One should not immediately attempt to do firm packing in order to arrest the escape of the fluid; we should wait until there is a good covering of granulation tissue. If packing is then done, it provides a protection against infection. With regard to the profuse suppuration in the mastoid cavity after operation, it seemed very extraordinary to me, on opening the mastoid, to find pus pouring from the cavity. But nothing happened, and the man is now in far better health than at any period during the persistence of the discharge. Formerly h-e complained of headache and a languid feeling, but has not done so once since the flow has been completely arrested. Apparently, therefore, there is now no persistent pressure. The margins of the meatus look a little thin, and one might have supposed there was fluid near the surface, but I tested for that, and found none. To be quite sure, however, I still pack twice a week. (MIay 18, 1917.) Objective and Subjective Ticking in the Ears. By W. H. JEWELL, M.D. V. G., A GIRL, aged 11. The ticking began in the ears three months ago and could be heard at three yards distance, but it is not so loud now. It ceases during sleep, swallowing, or deep pressure behind the angle of the inferior maxilla, is independent of the pulse-rate, but corresponds in number and is synchronous with the clonic contractions of the tensors and levators of the soft palate, which are 150 per minute. There is neither blepharospasm, nor any movement in the tympanic mnembranes, corresponding to the ticking discernible.
